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Mission of the Greater Baltimore HIV Health 
Services Planning Council  

 

The mission of the Greater Baltimore HIV Health Services Planning Council is to 
provide comprehensive, high-quality services to PLWH/As in the greater Baltimore 
eligible metropolitan area (EMA) regardless of their ability to pay.1 
 
The planning council will plan for and ensure access to culturally sensitive, high-
quality, cost-effective services in collaboration with local authorities, providers and 
consumers of HIV-prevention and care services. 
 
The planning council and its advisors will act in a timely and unbiased manner when 
setting priorities to allocate resources. 

                                                
1 For a region to be considered an eligible metropolitan area for Ryan White program funding, it must have more than 
2,000 cases of AIDS reported within the last five years, and must have a population of at least 50,000 people (HRSA 
2001c). 



5 
 

Reflections from the Chair  
 

 
December 2009 
  
  
  
Dear HIV family and colleagues, 
  
Thank you to all who helped save the Ryan White legislation this year. 
October 30 marked President Obama’s historic signing of the Ryan White 
HIV/AIDS Treatment Extension Act of 2009, reauthorizing Ryan White 

for four more years. A special thank you to our Baltimore advocates Lifelinc, advocates at the 
state and national level and our representatives in Congress for their hard work in saving Ryan 
White. Without their help, the Ryan White Act would have died.  
  
I’d like to recognize the leadership of our council this year. The leadership of former chair and 
vice chair William Miller and Albert Foyles led us through one of the best priority setting and 
resource allocation conferences, and Alice Middleton, our elected chair of the Nominating 
Committee, successfully led us through the challenging leadership transition. Thank you 
William, Albert, Alice and all committee chairs of 2009 for guiding us through a most difficult 
year. Thank you to all planning council members, committee members, the Ryan White team of 
the Baltimore City Health Department and our entire HIV community at large for helping us to 
provide life-saving services for those most in need of HIV care. I also thank our newly elected 
vice chair, Jeanne Keruly, for her service to us.  
  
With the hard work of the Ryan White reauthorization behind us, we, the planning council, will 
work hard and diligently to address the unmet need, get HIV-positive people into care and to 
keep them engaged in care. We will continue to be a strong representative for those who fall out 
of care and the many more who have never been in care.  
  
As we now wait on health care reform to pass, we must fight to maintain the specialty care so 
important to the needs of people living with HIV/AIDS. HIV doctors and outreach programs for 
hard-to-reach populations, medication and services for mental health and substance abuse, 
housing, food/nutrition and transportation are just a few examples of the unique needs of this 
special population we serve. Our goal is to help people living with HIV/AIDS live to see another 
day. We cannot go back to the days before Ryan White, when people did not. 
 
 
 
 
Walter Samuel 
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December 10, 2009 
  
 
 
Dear planning council members and friends,  
  
I would like to take the opportunity to thank all of you for the time and effort 
you have given this past year in the planning for quality HIV services in the 

Baltimore EMA. We often fail to acknowledge how important this collaborative endeavor is to 
our community at large, and taking time out to reflect on activities over the past year seems very 
overdue.  
  
As a planning body, we were faced with significant challenges as a result of the delay in re-
authorization of Ryan White CARE Act. In particular I would like to thank our PLWH/A council 
members who dedicated time and effort in lobbying the Maryland legislative leadership on the 
need to pass reauthorization. There has been considerable effort this past year in delineating the 
standards for service categories; this effort improves our ability to convey to vendors and to 
HRSA what we expect for regional excellence in service, and a heartfelt thanks to those who put 
in tireless hours deliberating and re-writing standards. In addition, we conducted successful 
priority-setting meetings for Part A and MAI funding, which could not have been accomplished 
without the commitment of all of the council members.  
  
All of our work could not be completed without the critical support from the InterGroup Services 
staff, and we are very thankful for their guidance in the process. We continue to work with the 
grantee to improve standards in services and to maximize how resources for HIV services are 
delivered, and we thank them for their ongoing collaborative support.  
  
This is also the time to welcome and thank new planning council members. We look forward to 
your contributions in the planning of HIV services in our community and are appreciative of 
your willingness to serve.  

 
 
  

With warmest regards and best wishes,  

 
Jeanne C. Keruly, M.S. C.R.N.P. 
Assistant Professor of Medicine 
Johns Hopkins University 
Co-chair, Greater Baltimore HIV Heath Services Planning Council  
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Executive Summary 
 

 
Created as a result of the federal Ryan White Comprehensive AIDS Resources 
Emergency (CARE) Act of 1990, the Greater Baltimore HIV Health Services Planning 
Council has been planning for the needs of people living with HIV/AIDS in the 
Baltimore eligible metropolitan area (EMA) since 1991. Ryan White Part A funds are 
used to provide a continuum of care for people living with HIV who cannot afford to 
pay for their HIV-related services. Eligible clients are primarily low income, 
underserved, uninsured and underinsured. The Ryan White Part A grant provides 
funding to EMAs for HIV-related medical and supportive services. Funds are 
awarded to EMAs based on numbers of HIV/AIDS cases and demonstrated need.  
 
The Baltimore planning council annually plans for more than $20 million in 
emergency HIV-related services for approximately 17,000 people in and out of care 
known to be living with HIV/AIDS in the Baltimore EMA (Baltimore City and the six 
surrounding counties of Anne Arundel, Baltimore, Carroll, Harford, Howard and 
Queen Anne’s) as reported by the state. The Baltimore EMA’s ability to effectively 
address the needs of its consumers strongly depends upon the relationships between 
its planning council, grantee, federal, state and local planning partners. This year, 
the planning council worked with more than a dozen planning and administrative 
partners and community stakeholders to successfully complete its legislative 
requirements and goals for 2009. 
 
The 2009 annual report begins with reflections from the council chair and committee 
chairs of 2009. An update on the October 2009 reauthorization of Ryan White 
legislation is provided, along with a timeline of the history of the legislation. The 
HIV/AIDS epidemic in the Baltimore EMA is then described, followed by a narrative 
of the council’s planning activities of the year to address the need, according to 
federal legislative requirements and the goals of the council. This report concludes 
with a look at the council’s administrative planning structure as well as a quiz to test 
your knowledge.  
 
Highlights for the EMA in 2009: 

o Ryan White HIV/AIDS Treatment Extension Act of 2009 passes, reauthorizing 
legislation for four more years. 

o Baltimore EMA receives a $2.1 million increase in funding for fiscal year (FY) 
2009.  

o The EMA serves more than 10,000 people living with HIV/AIDS in greater 
Baltimore.  

 
Planning challenges of 2009: 

o Reauthorization and awaiting guidance from the Health Resources and 
Services Administration (HRSA) on implementation of the new Ryan White 
HIV/AIDS Treatment Extension Act of 2009. 

o Delays in the FY 2009 Part A award and the unexpected funding increase 
required emergency planning to revise initial allocations and adjust for 
funding delays.  
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o Resignations of the council chair and vice chair in June caused the council to 
hold special elections in September.  

o Unmet need findings from the Maryland Infectious Disease and 
Environmental Health Administration indicated that more than 7,000 people 
living with HIV/AIDS in the Baltimore EMA were not receiving primary 
medical care — an estimated unmet need of 41.5 percent. 

 
Planning successes of 2009: 

o Planned for over $20 million worth of HIV-related services for more than 
10,000 people living in the EMA with HIV/AIDS for fiscal years 2009 and 
2010.  

o Developed new standards of care for outreach standards and revised 
standards for child care services. 

o Elected new planning council chair and vice chair.  
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Letters from Committee Chairs 

  
 
 
December 2009"
  
 
"

Dear Comprehensive Planning Committee meeting members,  
 
As yet another year draws to an end, we would like to take this opportunity to express our 
gratitude and thanks for all of your hard work that has made this a successful committee. We all 
lead busy, complicated lives and we appreciate that time is a precious commodity that you have 
all graciously committed to this committee on the behalf of individuals living with HIV/AIDS in 
the Baltimore metropolitan area. "
 
The Comprehensive Planning Committee is responsible for bringing together all aspects of the 
Ryan White Planning Council in an effort to develop an overall strategic plan in the execution of 
Ryan White funds in the Baltimore area. As we bring to a close the first year of the three-year 
comprehensive plan, the expertise, experience and passion you bring to this committee is 
evident, and we know we will continue to bring those goals to fruition as we move forward and 
look ahead to other challenges that will improve the health and lives of people living with 
HIV/AIDS that we represent. "
 
Once again, thank you, and we look forward to working with all of you in the coming months 
and years."
  
 
"

Sincerely, "
 "
 
 
 
Jean M. Keller      Carlisle Harvey, Sr."
Co-chair      Co-chair"
Comprehensive Planning Committee    Comprehensive Planning Committee"
 "
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December 2009 
  
 
 
Dear Continuum of Care Committee members, 
  
We would like to take this opportunity thank every committee and council member, participant, 
stakeholder and partner who assisted the committee in completing its work on behalf of the 
planning council and the men and women living in the Baltimore EMA with HIV/AIDS. 
  
Our committee devised a new strategy for our work plan in order to accomplish more work 
during the year. We held multiple workgroup sessions to tackle this aggressive work plan and to 
maximize input from both the HIV and non-HIV community, including national and local best 
practices, statewide programs serving underserved, minority populations, as well as consumers 
and providers of HIV-related services for all of our deliverables for the council: 
  

1. Child care standards of care. 
2. Compliance with new HRSA guidance on service delivery. 
3. Outreach standards of care.  

  
We especially thank the providers and stakeholders who responded to our invitations and 
presentations at multiple provider meetings. These efforts proved successful in bringing many 
diverse stakeholders and concerned individuals to the table. Thank you again for working to help 
the council in providing quality services to Ryan White clients of the Baltimore EMA. 
  

  
  
Sincerely, 

  
  
 
 

Rebecca Bradley      Richard Rubino 
Co-chair      Co-chair 
Continuum of Care Committee    Continuum of Care Committee  
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December 2009 
  
 
 
Dear Evaluation Committee members, 
  
Wow, what a year! Thank you so much for your patience, efforts and time for extra meetings, 
which helped us to meet the needs of the Baltimore EMA and the planning council as a whole.  
  
This year, we accomplished a great deal. The modifications to our evaluation process for the 
planning council’s assessment of the administrative mechanism actually worked! Provider 
response rates improved from less than 50 percent in past years to nearly 100 percent this year, 
giving us far more information. We have already made improvements to our process in 
preparation for next year’s assessment. Our committee’s findings and recommendations from 
this year’s assessment will ideally promote a more efficient administrative process, improved 
efforts and scoring and in the years ahead.  
  
We take this time to say thank you to our members, grantee, providers, and all partners who 
assisted us in helping the council manage the EMA’s grant this year. We are sure that the new 
co-chairs will get us through the next!  
  
  
  
 
Karen Bellesky     Russell Disharoon 
Co-chair      Co-chair 
Evaluation Committee    Evaluation Committee 
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December 2009 
 !
  
!
Dear planning council members, partners and friends,!
 !
I would like to sincerely thank everyone who has been involved with the planning council over 
the past year. As Nominating Committee chair and interim planning council chair I have had the 
privilege of working with some of the most dedicated volunteers in the Baltimore EMA, and I 
look forward to making even greater achievements in 2010.!
 !
As a council, we have reached out to the community and invited dozens of new people into our 
planning processes. The Nominating Committee worked tirelessly to ensure that new LEAP 
graduates were welcomed. Committee members attended numerous community events to 
advocate for Ryan White services and engage community members to join us and share their 
voices. We have also made a conscious effort to keep all of our planning council members and 
aspiring members active in the community. Creating this sense of community has fostered new 
alliances, furthered collaboration between partners and created a positive atmosphere for 
everyone interested in advocating for people living with HIV.!
 !
The council faced many hardships over the past year, but with your hard work and support, we 
were able to overcome them all. The council was successful in increasing community 
involvement and gaining membership, completing all deliverables and guaranteeing that the 
needs of the Baltimore EMA were met.!
 !
Our strong commitment to leadership, organizing and advocating for the rights of people living 
with HIV has made Baltimore a benchmark EMA that other cities around the country have come 
to look up to and respect. !
 !
I truly appreciate the commitment everyone has provided to the planning council, and I would 
like to thank you everyone personally for all the support you have given to me over the past year.!
  
!
 !
Sincerely,!
 !
  
!
 !
Alice Middleton!
Nominating Committee Chair!
Former Interim Planning Council Chair 
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December 2009 
 
 
Members and guests of the PLWH/A Committee,"
 
Thank you for being a part of the people living with HIV/AIDS Committee of the planning council this 
year. Your participation contributed to the successful completion of our work plan on behalf of the 
planning council and those individuals living in the Baltimore EMA with HIV/AIDS."
 
This year, our committee released its position paper on the Ryan White Act and the inadequate 
availability of non-Ryan White HIV-related services for our consumers. The same month, on October 30, 
2009, President Barack Obama signed into law the Ryan White Treatment Extension Act of 2009 for an 
additional four years. Thank you to everyone involved in getting this accomplished."
 
The PLWH/A Committee continued working closely with other committees of the planning council this 
year. Working with the Continuum of Care Committee, our committee spent time evaluating the delivery 
of two Ryan White Part A-funded services — child-care services and outreach. Our evaluation and 
discussions on each led to formal recommendations to the Continuum of Care Committee for 
consideration in the development of standards of care for child-care services and outreach services to 
people living with HIV/AIDS in our EMA. These recommendations were a compilation of the knowledge 
and vast experiences our members have in receiving HIV-related services, being engaged into care for 
HIV disease and working to engage others into care. We also provided feedback on service definitions for 
maintaining compliance with newly released federal guidelines on services. "
 
Our committee continues to work closely with the HIV community to increase awareness around 
HIV/AIDS treatment and services and continues to put energy into recruitment. We recognize that the 
more voices involved, the greater the impact on all levels of planning. Keep up the great recruitment 
efforts as we move forward in calendar year 2010; our voice counts! Our calendar year ended with 
hosting our first PLWH/A open house and focus groups. Committee members were trained and 
successfully facilitated six breakout sessions, gathering data to be used for planning next year on special 
subpopulations: substance abuse, homelessness, formerly incarcerated, men who have sex with men 
(MSMs), mental health, and youth and adolescents. We look forward to releasing results from our focus 
groups in the coming months of 2010. "
 
We want to express our sincere thank you for a very productive year. It has been our pleasure to serve as 
your co-chairs. We want to thank Chanel Brown and Phillip Church for their leadership as members at 
large this year. We wish all of you the happiest of holidays and look forward to working together again 
next year. Your commitment and involvement made this year memorable for PLWH/As. "
 
 
Thank you so very much,"
 
 
 
 
Melanie A. Reese     Joy Winslow  
Co-chair       Co-chair "

People Living with HIV/AIDS Committee   People Living with HIV/AIDS Committee!
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December 2009 
  
  
  
Dear members of the Counties Committee, 
  
The Counties Committee spent this year working with the planning council and other committees 
to ensure that the needs of counties residents are addressed.  
  
Planning began immediately in February as we held an emergency priority setting and resource 
allocation for the FY 2009 Minority AIDS Initiative. We worked with the planning council and 
Comprehensive Planning Committee to conduct Part A priority setting and resource allocation in 
June and the Evaluation Committee throughout the year to reprogram MAI and Part A funds set 
aside for counties residents. Our committee provided recommendations, best practices and local 
outreach models to the Continuum of Care Committee for development of outreach standards of 
care for the EMA.  
  
Counties Committee members continue to be involved in many planning council and committee 
activities throughout the year. Thank you to all committee members, planning council members, 
providers, grantee and the entire HIV community for helping us to meet the needs of HIV-
positive residents in the counties.  
  
  
  
Sincerely, 
  
  
  
   
Denise Kelson Brian Fitzsimmons 
Co-chair Co-chair 
Counties Committee Counties Committee 
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Council Members and Planning Partners 
 

Planning Council Members (As of December 2009) 
 
Walter Samuel, Chair 
Jeanne Keruly, Vice Chair 
 
Stephanie Alston 
Michael Becketts 
Karen Bellesky 
Rebecca Bradley 
Chanel Brown 
Vernetta Burrell-Gibson 
Donnell Clark 
Verdell Clark 
Russell Disharoon 
Cleo Edmonds 
Jerry Fleming 
Christopher Gibson 
Rowena Gore-Simmons 

Michael Graves 
Rickie Green 
Reginald Haden 
Phyllis Hall 
Carlisle Harvey 
Terry Hawkins 
Dwight Henson 
Monique Hitch 
Tyrone James 
Regina Johnson 
Denise Kelson 
Anthony Leverette 
Carolyn Massey 

Richard Matens 
Alice Middleton 
William Miller 
Monique Moaney 
Melanie Reese 
Richard Rubino 
Lewis Servance 
David Shamer 
Denise Smith 
Leonard Sowah 
Bernice Thomas-El 
Joy Winslow 

 
Departing Planning Council Members during 2009 
 
Glenn Clark 
Albert Foyles (completed 

one term)  
Deborah Hunter 
Ramelo Johnson 

Jean Keller (completed two 
terms) 

Gail Nelson (completed one 
term) 

Norman Robinson 

Leroy Smith (completed one 
term) 

 
Committee Members During 2009 
 
Executive Committee  
Karen Bellesky 
Rebecca Bradley 
Chanel Brown 
Phillip Church 
Russell Disharoon 
Phyllis Hall 

Carlisle Harvey 
Monique Hitch 
Brian Fitzsimmons 
Jean Keller 
Denise Kelson 
Richard Matens 

Alice Middleton 
Melanie Reese 
Richard Rubino 
Joy Winslow 

 
Comprehensive Planning Committee (CPC)  
Carlisle Harvey, co-chair 
Jean Keller, co-chair

Donnell Clark 
Terry Hawkins 
Dwight Henson 
Carolyn Massey 

Jeanne Keruly  
Richard Matens 
Melanie Reese 
Walter Samuel 

David Shamer 
Leonard Sowah 
Jami Stockdale 
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Continuum of Care Committee (COCC)
Rebecca Bradley, co-chair 
Richard Rubino, co-chair 
 
Michael Becketts 
Chanel Brown 
Grace Daniels 
Jerry Fleming 
Christopher Gibson 

 
 
Denise Kelson 
Anthony Leverette 
Suzanne Matsko 
Melanie Reese 

 
 
Richard Rubino 
Ken Ruby 
David Shamer 
Bernice Thomas-El

Evaluation Committee 
Karen Bellesky, co-chair  
Russell Disharoon, co-chair 

 
Cleo Edmonds 
Monique Hitch 

Regina Johnson 
Carolyn Massey 

Melanie Reese 
David Shamer

Nominating Committee
Alice Middleton, co-chair 
 
Rebecca Bradley 
Chanel Brown 
Carlisle Harvey 

Denise Kelson 
Carolyn Massey 
Alice Middleton 

Melanie Reese 
Norman Robinson

People Living with HIV/AIDS Committee (PLWH/A)
Members of this committee are confidential 
 
Counties Committee 
Brian Fitzsimmons, co-chair 
Denise Kelson, co-chair 
 
Pat Balducci 
Karen Bellesky 
Elizabeth Bohle 
Michelle Buranen 
Anne Burke 
John Gerwig 

Reginald Haden 
Phyllis Hall 
Nola Krosch 
Joyce Levy 
Neema Mrisho 
Melanie Reese 

Lillie Reibert 
Norman Robinson 
David Shamer 
Raymond Shattuck 
Cathy Wilhite 

Stakeholders and Planning Partners  
 
John Bartlett, M.D., 
Professor of Medicine, 
Division of Infectious 
Diseases, Department of 
Medicine, Johns 
Hopkins University 
 

 
Peter Beilenson, M.D., 
M.P.H., Health Officer, 
Howard County Health 
Department 
 
Mary Lee Bradyhouse 
Director of Beans & 
Bread, St. Vincent de 
Paul of Baltimore 
 

 
Ralph Brisueno  
Bureau Chief, Ryan 
White Program, 
Baltimore City Health 
Department 
 
Vincent DeMarco, J.D., 
M.A., President, 
Maryland Citizens 
Health Initiative 
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Donna Devonish 
Health Services 
Administrator, Maryland 
Department of Health 
and Mental Hygiene 
 
Lorece Edwards, Dr.P.H., 
M.H.S, Coordinator of 
Public Health, School of 
Community Health and 
Policy, Morgan State 
University 
 
Lori Fantry, M.D., 
M.P.H., Medical Director, 
University of Maryland, 
Evelyn Jordan Center 
 
Will Fenwick 
Outreach Counselor, 
Light Health and 
Wellness Comprehensive 
Services, Inc. 
 
Alberta Lin Ferrari, M.D., 
Assistant Director, Ryan 
White Program, 
Baltimore City Health 
Department 
 
Colin Flynn, Sc.M., 
Chief, Center for 
Epidemiology and Health 
Services Research, 
Department of Health 
and Mental Hygiene, 
Infectious Disease and 
Environmental Health 
Administration 
 
Vanessa Graves,  
Total Health Care, Inc. 
 
Claudia Gray, R.N.,  
Chief of the Center of 
Prevention, Infectious 
Disease and 
Environmental Health, 
Department of Health 
and Mental Hygiene 

Ella Green, Program 
Director, Light Health 
and Wellness 
Comprehensive Services, 
Inc. 
 
Cheryl Hall, R.N.,  
Nurse Consultant for the 
Maryland State 
Department of Education 
Division of Early 
Childhood Development 
 
Heather Hauck, 
L.I.C.S.W., M.S.W., 
Director, Infectious 
Disease and 
Environmental Health 
Administration, 
Department of Health 
and Mental Hygiene 
 
Debra Hickman, M.Div., 
President and CEO, 
Sisters Together and 
Reaching 
 
David Holtgrave, Ph.D., 
Professor and 
Department chair, 
Department of Health, 
Behavior and Society, 
Bloomberg School of 
Public Health, Johns 
Hopkins University 
 
Carlessia Hussein, R.N., 
Dr.P.H., Director, 
Minority Health and 
Health Disparities 
Maryland Department of 
Health and Mental 
Hygiene 
 
Angela James 
 
Regina Johnson, Site 
Coordinator, Light 
Health and Wellness 

Comprehensive Services, 
Inc.  
 
Sheridan Johnson 
 
Carl Latkin 
 
Michele Mahoney 
 
Theresa Manley 
 
Richard Matens, M.Div., 
Assistant Health 
Commissioner, Baltimore 
City Health Department 
 
Wendy Merrick,  
Director, Substance 
Abuse Treatment 
Program, Total Health 
Care, Inc. 
 
Roslynn Moss 
 
Jennifer Nizer, M.Ed., 
Director, Johns Hopkins 
Bayview Child Day Care  
 
Debbie Rock, M.S.W., 
Executive Director, Light 
Health and Wellness 
Comprehensive Services, 
Inc. 
 
Robert Redfield, M.D., 
Professor of Medicine 
and Division Head, 
Institute of Human 
Virology, Microbiology 
and Immunology, 
University of Maryland 
School of Medicine 
 
Shannon Rogers 
Health Services 
Administrator, Maryland 
Department of Health 
and Mental Hygiene 
Kelly Russo, M.D., 
M.P.H., Acting Program 
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Manager, Infectious 
Disease Control, Anne 
Arundel County Health 
Department 
 
Joshua Sharfstein, M.D., 
former Commissioner of 
Health, Baltimore City 
Health Department 
 
David Shippee, M.D., 
President, Chase Brexton 
Health Services 
Louise Treherne, 
L.C.S.W-C, Vice 

President of Clinical 
Affairs, Health Care for 
the Homeless 
 
Bernice Tucker 
Executive Director, 
Women Accepting 
Responsibility 
 
Jesse Ungard, M.A., 
L.C.A.D.C., Assistant 
Program Director, 
Clinical Quality 
Management, Ryan 
White Part A Office, 

Baltimore City Health 
Department 
 
Wanda Watts, Special 
Assistant, Mayor’s Office 
of Community and 
Human Development 
 
Kalima Young 
Prevention Manager, 
University of Maryland, 
Pediatrics 

 
Baltimore City Health Department, Ryan White Office and Part A Grantee 
 
Ralph Brisueno, Bureau Chief 
Richard Matens, M. Div., Assistant Commissioner of Health Division of Chronic 
Disease Prevention 

 
Evelyn Bradley 
Jennifer Conyers 
Steven Dashiell 
Alberta Lin Ferrari 
Cypriana Fowell 
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Special thanks to the Baltimore City Health Department, the Baltimore City Commission on HIV/AIDS Prevention and 
Treatment and the members of the PLWH/A Committee for their efforts. 

Congratulations to former Baltimore City Commissioner of Health Dr. Joshua M. Sharfstein (2005 - 2009), who now 
serves as the president’s appointed principal deputy commissioner for the U.S. Food and Drug Administration. We 
thank Dr. Sharfstein for his years of service in the HIV/AIDS community.  
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Ryan White Reauthorized2 
 

On October 30, 2009, the United States Congress passed the Ryan White HIV/AIDS 
Treatment Extension Act of 2009, extending the Ryan White Treatment Modernization 
Act of 2006 for four more years (Lovinger 2009). 
 

• The act has a national HIV/AIDS testing goal of five million tests through 
federally supported HIV/AIDS prevention, treatment and care programs and a 
review of domestic prevention programs to determine effectiveness. 

• The new legislation increases authorizations for the Minority AIDS Initiative 
(MAI) award by 5 percent annually and will revert from competitive funding to 
formula funding, like Part A funds. 

• Beginning in FY 2013, all states will be required to report HIV cases using a 
names-based system. The Baltimore EMA has already begun the transition from 
a code-based to a names-based system. 

• Under the act of 2006, a “hold harmless” provision protected EMAs from major 
decreases in formula funding by requiring a certain percentage of the previous 
year’s funding to be awarded in the current fiscal year. The new legislation will 
continue the provision at a rate of 95 percent of FY 2009 funding in FY 2010 
and 100 percent of FY 2010 funding for FY 2011 and FY 2012. In FY 2013, the 
amount will drop to 92.5 percent. 

• The 2009 act includes a modification for EMAs that switched to names-based 
reporting in FY 2007 and received a decrease in funding of at least 30 percent 
based on results from this system. For those areas, awards will be based on 
living HIV/AIDS cases (for the most recent year confirmed) plus a 3 percent 
increase for Part A awards. 

• Due to the nation’s economic troubles, it has been challenging for Part A 
grantees to spend 98 percent of Part A funds by the end of the fiscal year, as 
mandated by the 2006 act. The new legislation will reduce this requirement to 
95 percent. 

Ryan White Legislation: A Timeline 

1990 The Ryan White Comprehensive AIDS Resources Emergency (CARE) Act, named 
for an Indiana teen who lost his life to AIDS, is passed. The legislation requires 
that PLWH/As be involved in implementing the Title I (Part A) program for 
EMAs. (We see this today as planning councils.) 

 
 The CARE Act, unlike Medicaid and Medicare, is not an entitlement program. 

The availability of funds is contingent on the federal budget. The CARE Act’s 
intent is that funds be used to serve PLWH/As who are un- or underinsured or 
who otherwise lack the resources to access services on their own. Thus, the 
CARE Act is the payer of last resort. 

 

                                                
2 Adapted from: http://hab.hrsa.gov/livinghistory/timeline/1991-1995. 
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1996  The Ryan White CARE Act is reauthorized through the year 2000. To address 
the evolving needs of PLWH/As, several changes are made: 

• The AIDS Drug Assistance Program is funded to ensure access to the 
new combination therapy known as highly active antiretroviral therapy, 
or HAART.  

• A new provision requires Title I grantees to prioritize funds for women, 
infants, children, youth, and their families to combat perinatal 
transmission and increase support services. 

• Other new programs are added: AIDS Dental Reimbursement Program, 
Special Projects of National Significance to fund innovative models of 
care and the AIDS Education and Training Centers (AETC) Program. 

1997  Creation of HRSA’s HIV/AIDS Bureau brings together HIV/AIDS care experts to 
continue an aggressive and coordinated response to the evolving epidemic. In 
addition, programs become more medically oriented and a common data system 
is developed for measuring effectiveness. 

1999  To confront the health disparities contributing to higher rates of HIV/AIDS in 
African Americans and Latinos, the MAI begins, requiring EMAs receiving Ryan 
White funding to specifically allocate funds to these disproportionately affected 
populations. 

 
2000 The CARE Act is reauthorized with new provisions aimed at enhancing health 

outcomes and reaching the hundreds of thousands of PLWH/As not receiving 
appropriate services. These CARE Act changes address access to care, quality, 
capacity development, targeting of resources, early intervention services and 
administrative issues. 

 
2006  The act is reauthorized for three years and renamed the Ryan White HIV/AIDS 

Treatment Modernization Act of 2006. 
 
2009 Congress passes the Ryan White HIV/AIDS Treatment Extension Act of 2009, 

signed by President Obama on October 30, extending Ryan White for an 
additional four years.  
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HIV/AIDS in the Baltimore EMA 
 

Passed by the United States Congress in 1990, the Ryan White CARE Act provides 
emergency funds for HIV-related services for people living with HIV/AIDS who are 
unable to access or afford their HIV-related services from other sources, regardless of 
income. Ryan White fills the gaps in care not covered by other funding sources.  
 
Established in 1991 under the CARE Act of 1990, the Greater Baltimore HIV Health 
Services Planning Council was created to plan for the most-needed services for 
Baltimore EMA residents living with HIV/AIDS by establishing service priorities based 
on need and allocating funding to best meet those priorities. One of the first legislative 
requirements of all Part A planning councils is to determine the size and demographics 
of the population of individuals living in the EMA with HIV/AIDS and determine need. 
This section outlines the status of the HIV/AIDS-infected and -affected population in 
the Baltimore EMA according to the most recently released reports by state and federal 
agencies.  
 
Baltimore EMA Demographics 
 
Geography  
The Baltimore EMA, located northwest of the Chesapeake Bay, south of the 
Pennsylvania state line and just north of Washington, D.C., is composed of seven 
jurisdictions: Anne Arundel, Baltimore, Carroll, Harford, Howard and Queen Anne’s 
counties, and Baltimore City. The city, built on the banks of the Patapsco River and a 
wholly independent municipality of the state, anchors the EMA. It is almost completely 
surrounded by Baltimore County, which is bordered on its western side by Carroll and 
Howard counties, to the south by Anne Arundel County, and on the east by Harford 
County. Queen Anne’s County, located east of the Chesapeake Bay, is the only EMA 
jurisdiction on the Eastern Shore of Maryland.  
 
Population 
The Baltimore EMA contains 2,667,117 people, or 47.3 percent of Maryland’s 
population of 5,633,597 (CB 2009a-h). (See figure 1). Spread over 2,609 square miles, 
the geography of the EMA is diverse.  
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Baltimore EMA Racial and Ethnic Composition 
The population of the EMA is also diverse. Listed below in table 1 is the ethnic 
composition of the Baltimore EMA, the state of Maryland and the United States.  
 
Table 1: Ethnic Breakdown of the EMA, Maryland and the United States 
 EMA Maryland US 
83/.$" [\4]^ [_4]^ `-4]^ 
!:(/%60"!&$(/%60 ,a4a"^ ,-4]^ ),4a^ 
!>/60"!&$(/%60 _4-^ \4)^ ]4\^ 
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Source: CB 2009a-h 
 
As shown in table 1, the EMA has roughly the same percentage of African Americans 
as the entire state and a significantly higher percentage than the country (CB 2009a-
h). The high proportion of African-American residents in the EMA can be attributed to 
two jurisdictions, Baltimore City (63.6 percent African American) and Baltimore 
County (25.1 percent). Regarding white residents of the EMA, Carroll (93.2 percent), 
Queen Anne’s (89.4 percent), Harford (83.7 percent) and Anne Arundel (79.2 percent) 
counties are near or well above the national average for white residents. The EMA has 
a lower percentage of Asian-American residents than Maryland and the United States; 
Howard County (11.9%), at more than double the rate of Maryland, is the only 
jurisdiction in the EMA with a population of Asian Americans that exceeds the rate 
found in the rest of the country.  

 

Figure 1 

Source: CB 2009a-h 
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The Hispanic population of the Baltimore EMA differs from the rest of Maryland most 
significantly, while multi-racial Americans, Native Americans and Hawaii/Pacific 
Islanders are not found in large numbers in the Baltimore EMA or the state. 
 
Baltimore EMA Epidemiology 
 
HIV/AIDS in the EMA 
Maryland reported 29,280 people living with HIV/AIDS on December 31, 2008 (as 
reported through September 30, 2009); approximately 60 percent of those residents, 
or 17,457 people, reside in the Baltimore EMA (BCHD 2009).  
 
Close to 80 percent of those persons living in the EMA with HIV disease reside in 
Baltimore City (13,269). The jurisdiction with the next largest prevalence of HIV/AIDS 
is Baltimore County (2,029), followed by Anne Arundel (919), Howard (385), Harford 
(368), Carroll (127) and Queen Anne’s (37) (Flynn 2009).  
 
Figure 2 shows the breakdown of cases in the EMA by jurisdiction. 
 

 
 

 Baltimore EMA Prevalence of HIV/AIDS Cases 

Figure 2 

Source: BCHD 2009 
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Gender 
While males continue to make up the majority of the HIV/AIDS cases in the Baltimore 
EMA (63 percent), the number of women is increasing. Baltimore City has the EMA’s 
highest HIV prevalence among females (1,732 cases per 100,000). Of those persons 
diagnosed with AIDS in 2000 and still alive as in 2007, there was minimal difference 
in the survival rates of males (63.6 percent) and females (65.2) (BCHD 2009). 
 
Race/Ethnicity 
African Americans continue to be disproportionately affected by the HIV/AIDS 
epidemic and account for 80 percent of the total cases in the EMA (Flynn 2009). The 
survival rate for African Americans is 61.8 percent, versus 78.4 percent for whites 
(BCHD 2009). 
 
Mode of Transmission 
Transmission of HIV by sexual activity continues to dominate the Baltimore EMA, 
occurring via both heterosexual and homosexual activity among men, but primarily 
via heterosexual activity among women. Overall, transmission via heterosexual activity 
is on the rise (Flynn 2009, BCHD 2009).  
 
When looking at transmission across the EMA’s seven jurisdictions, data show that 
injection drug use (IDU) continues to be the primary mode of transmission within 
Baltimore City, while sexual activity is the primary mode of transmission in the 
counties. The reason for the predominance of HIV transmission via sexual activities is 
the decline in infections via IDU, the root of the HIV/AIDS epidemic in the Baltimore 
EMA (Flynn 2009).  
 
Age 
While gender, race/ethnicity and mode of transmission have remained fairly stable, 
the age of HIV diagnosis continues to change. Cases reported for individuals ages 20 
to 29 and 50 to 59 rose substantially between 2001 and 2007, while cases dropped 
substantially for individuals ages 30 to 39. Incidence among persons younger than age 
20 were stable from 2001 to 2005; however, there has been a gradual increase since 
that time. The highest rates for age of diagnosis remain among individuals between 
the ages of 40 and 49 (Flynn 2009).  
 
Incidence among the 50-to-59 age group in the EMA has increased, suggesting that 
PLWH/As in the Baltimore EMA are living longer. Dr. Robert Redfield, chief of 
infectious diseases and director of the HIV program at the University of Maryland 
Medical Center, has presented trends in the HIV epidemic and noted emerging 
challenges for the aging PLWH/A population, such as renal disease (often fueled by 
diabetes and hypertension) and cardiovascular disease, the leading cause of death 
among PLWH/As in non-veterans affairs clinics. Dr. Redfield has also discussed the 
dangers of smoking, which greatly increases cardiovascular risk for PLWH/As (IGS 
2009c). 
 
Unmet Need  
According to the Maryland Infectious Disease and Environmental Health 
Administration (IDEHA), unmet need is the proportion of persons known to have 
HIV/AIDS who are not receiving primary medical care. Calculated by IDEHA, the 
unmet-need framework considers the number of people receiving primary medical care 
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and the total prevalence of people living with HIV/AIDS in the state and EMA. This 
year, the number of people receiving HIV primary medical care in the EMA stayed 
roughly the same as last, at around 10,200 cases. However, the EMA’s unmet need 
dropped by roughly 3,500 people (10,715 in 2008; 7,237 in 2009), as fewer cases were 
reported to be living in the EMA this year overall (20,951 in 2008; 17,457 in 2009) 
(BCHD 2008, 2009). 
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Planning for HIV-related Services in the EMA 
 

 
The Baltimore planning council is comprised of 40 volunteers appointed by the mayor 
of Baltimore, as recommended by the planning council and determined by legislation. 
The council works closely with its state, local and community partners throughout the 
year to plan for the approximately 17,000 people reported to be living in the EMA with 
HIV/AIDS. Each year, the council allocates approximately $20 million in Part A 
funding to more than 25 HIV-related medical and supportive services. As reported in 
the EMA’s application to HRSA this year, more than 10,000 people living in the 
Baltimore EMA were reported to have received primary medical care for their HIV in 
2009. During its annual priority-setting and resource-allocation conference, the 
council sets funding priorities for eligible HIV-related services and determines 
allocation levels for each. Part A grants are awarded by HRSA to EMAs based on the 
number of people living with HIV (non-AIDS) and AIDS in the EMA, as well as 
demonstrated need.  
 
Listed below are the overall successes and challenges of the council in 2009 in relation 
to the federally mandated responsibilities of Part A planning councils, as outlined by 
the Ryan White legislation. 
 
Planning Council Membership to Reflect the Epidemic of the EMA 
Planning council membership must reflect the demographics of the EMA population. 
The legislation requires one third of the council to be individuals living with HIV/AIDS 
who are not aligned with an agency receiving Part A funds. Also mandated by 
legislation are the membership slots for health-care providers of federally qualified 
health centers and community-based organizations, social-service providers, 
representatives from other Ryan White programs and Medicaid, as well as 
representation from the affected community and the special populations of mental 
health, substance abuse and the formerly incarcerated/recently released. 
 
The Baltimore planning council’s Nominating Committee worked throughout the year 
to ensure that the council successfully met its mandated membership requirements 
and additional responsibilities of monitoring conflicts, recommending appointments, 
new-member orientation and overseeing council elections.  
 
More than 50 percent of the volunteers who sit on the Baltimore planning council and 
fill its mandated slots are individuals living with HIV/AIDS not conflicted with Part A-
funded agencies. Volunteers from of Part A-provider agencies and fill mandated slots 
represent some of the world’s best practitioners and researchers in the field of 
HIV/AIDS. This count does not include the host of committee members, stakeholders 
and partners that assist the Baltimore planning council throughout the year. See 
“Members and Stakeholders” for a complete list of the planning council’s volunteers 
who served with the planning council during 2009. Table 2 illustrates the Baltimore 
planning council’s membership as of December 1, 2009.  
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Table 2: Baltimore EMA Planning Council’s Reflection of the EMA 

 
 
Council Election 
The council held a special election in September due to the unexpected resignations of 
its chair and vice chair. Walter Samuel and Jeanne Keruly were elected interim chair 
and vice chair of the planning council during the special election and were re-elected 
as the chair and vice chair for 2010 during the annual elections in November. 
 
A special “thank you” is extended to Nominating Committee Chair Alice Middleton, 
who served as interim chair until the September special election.  
 
Determine the Size and Demographics of the Population Living with HIV/AIDS  
Before planning for services, the council must have a solid understanding of the 
population for which it plans. The Baltimore planning council’s Comprehensive 
Planning Committee (CPC) works with state and local partners to collect, analyze and 
report the EMA’s epidemiological data and to identify trends and emergent needs to be 
addressed in planning.  
 
In February and June of this year, the planning council received updates from Colin 
Flynn, chief of the Center for Surveillance and Epidemiology for IDEHA on Maryland’s 
successful transition to names-based reporting and new state and EMA 

  PLWH/As in the 
EMA on 12/31/06 

Members of the 
Planning Council 
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Planning Council 

Non-aligned 
PLWH/As 
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compared 
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epidemic in 
the EMA. 
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epidemiological data. This information was used by the planning council to assist in 
planning for services in FY 2010.  
 
Determine the Needs of the Population Living with HIV/AIDS 
To effectively plan for services, the planning council must determine what services are 
needed for its EMA, paying particular attention to HIV-positive individuals who are not 
receiving HIV-related services and determining the disparities in access to services 
among affected subpopulations and historically underserved communities. 
 
The Consumer Needs Assessment 
This year, the CPC began planning for the 2010 needs assessment, which is slated to 
begin in January 2009. All Part A planning councils are required to conduct a 
consumer needs assessment of consumer knowledge and accessibility of services in 
their respective EMAs.  
 
In November, the Baltimore planning council approved the survey tool that will be 
used by trained surveyors to conduct the confidential face-to-face interviews. The 
2007 consumer needs assessment yielded responses from 730 people living with 
HIV/AIDS in the Baltimore EMA. The 2010 needs assessment process will mirror that 
of the 2007 consumer survey to measure trends over time. The 2007 Baltimore survey 
was the largest in-person consumer survey in the history of any EMA, nationwide. 

 
Statewide Coordination Statement of Need (SCSN) 
Compiled by Maryland’s Department of Health and Mental Hygiene’s IDEHA 
(participation also being a legislative mandate), the Baltimore planning council 
regularly participates in the development of the SCSN. The most current SCSN was 
developed in 2006. 

 
Data and Informational Presentations to the Council  
Throughout the year, the council receives presentations related to the epidemic, other 
funding sources and need. These presentations, arranged through the CPC, help the 
council meet the federal requirement of planning for emergency services based on 
need, data and the existence of other funding streams. 
 
In April, the planning council, with the assistance of the CPC, hosted a panel of HIV-
related support and medical services to discuss the impact of funding loss to clients, 
trends and emergent needs among populations.  
  
In May and June, data on emerging trends, need, other funding sources and 
epidemiology were presented to the planning council in preparation for priority setting 
and resource allocation (PSRA) FY 2010. The CPC arranges these presentations each 
year for the council’s planning.  
 
The following presentations were made to the planning council during 2009. A special 
thank you to all presenters: 
 

o Panel presentations on the impact of funding loss to clients — April 2009:  
! Case management (non-medical): Vicki Tepper, Pediatric AIDS 

Program, University of Maryland School of Medicine. 
! Food bank/home delivered meals: Nancy Guest, Moveable Feast. 
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! Housing: Bernice Tucker, Women Accepting Responsibility. 
! Oral health: Valli Meeks, PLUS Program. 
! Psychosocial support services: Chakeisha Dickens, STAR TRAK, 

University of Maryland School of Medicine. 
! Outreach services: Debra Hickman, Sisters Together and Reaching. 

 
o Data presentations: 

! Epidemiological data: Colin Flynn, chief of the Center for Surveillance 
and Epidemiology, IDEHA, Maryland Department of Health and 
Mental Hygiene. 

! Housing: D’Andra Pollard, program administrator, Housing 
Opportunities for People With AIDS. 

! Mental health: Glenn Treisman, director of AIDS Psychiatry Service, 
Johns Hopkins Hospital. 

! Substance abuse: Leroy Smith, special projects coordinator, 
Baltimore Substance Abuse Systems. 
 

o Informational presentations: 
! Trends in HIV/AIDS epidemic: Robert Redfield, chief of infectious 

diseases and director of the HIV program, University of Maryland 
Medical Center. 

! The Baltimore EMA continuum of care: Jeanne Keruly, assistant 
professor of medicine at the Johns Hopkins University School of 
Medicine. 

! HIV prevention programs: Claudia Gray, chief of the Center of 
Prevention, IDEHA, Maryland Department of Health and Mental 
Health Hygiene. 

! Ryan White Parts B and D: Glenn Clark, Chief of the Center for HIV 
Services, Maryland Department of Health and Mental Health Hygiene, 
IDEHA. 

! Ryan White Part C: Karen Bellesky, registered dietician, Chase 
Brexton Health Services. 

! Clinical quality management: Jesse Ungard, Ryan White Office, 
Baltimore City Health Department. 

 
Establish Service and Funding Priorities  
Determining funding priorities and allocating funds is one of the planning council’s 
primary tasks. The PSRA process occurs annually, culminating in the submission of 
ranked categories with assigned funding percentages. The priorities and allocations set 
by the council are included in the EMA’s application to HRSA each year.  
 
The Baltimore planning council held its priority setting for FY 2009 Minority AIDS 
Initiative funding in February 2009 and FY 2010 Part A funding in June 2009. The 
planning council’s processes for setting priorities and allocating resources are 
overseen by the Comprehensive Planning Committee. 
 



30 

Training  
In addition to providing data on trending, other funding sources and epidemiology, the 
planning council hosts a training for all participants in PSRA. A training was held on 
June 8 and June 11 for all participants in the FY 2010 PSRA. (Participants could 
choose to attend either training session, or complete a take-home manual. Members 
choosing to do their training at home were required to sign a waiver.) Conducted by 

the IGS planning council 
support office, the training 
covered the priority setting and 
ranking process, the council’s 
data, resources and planning 
binders, planning tools, the 
council’s use of Robert’s Rules of 
Order and ground rules for 
voting and discussion. A 
workbook of exercises 
accompanied the training 
manual.  
 
Resource and Data Binders 
Prior to the PSRA conference in 
summer every year, PSRA 

participants are given a resource and data binder prepared by IGS. These resource 
binders include scorecard printouts of expenditure and program trends for each 
category ranked for funding. The binders also include funding recommendations from 
the grantee, a synopsis of each data presentation, epidemiological information and 
HRSA guidance for each category. Unique in the Ryan White universe, the portal’s 
URL is www.balpc.intergroupinfo.com. 
 
Information Portal 
In addition to the resource and data binders, IGS developed an on-line performance-
monitoring database for the council and other planners. The information portal 
houses a variety of information regarding Ryan White services, trends in funding and 
expenditures per category, other funding streams and an archive for miscellaneous 
documents for each category.  
 
Ranking of Service Categories 
The planning council prioritizes Ryan White-eligible services based on need, other 
funding streams, and other data sources. This year, the ranking process was improved 
to include two options for voting: an electronic, on-line option and the traditional 
paper-voting method. Voting was opened immediately following data presentations in 
June and remained opened for three days. Individual priorities were tallied and ranked 
according to the highest score for both eligible HIV-related medical and support 
services. The Counties Committee conducts PSRA for recommendations on the 
counties set-aside from the council. It also ranked services electronically this year. 
 
FY 2010 PSRA Conference 
During a two-day conference at the Baltimore Behavioral Health Conference Center on 
June 22 and 23, 2009, the planning council set funding allocations for the EMA’s FY 
2010 award. The council set its allocations based on a potential decrease from FY 
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2009 funding levels and a potential increase in funding from the FY 2009 level. The 
council considered various data captured in its resource and data binder and 
recommendations from the grantee and voting participants in its funding decisions. 
 
The council historically sets aside funds for residents of the EMA counties, whom it 
considers a special population. This year, the Counties Committee held its committee 
PSRA event on June 29 and 30 to make service and allocation recommendations to the 
council for funds set aside specifically for counties residents.  
 
A new electronic voting device was employed during this year’s PSRA conference, 
providing a faster, easier method for voting and allowing results from each vote to be 
displayed immediately. To view the results of this year’s priority setting, please refer to 
appendix A.  

 
PSRA Review Group 
Each year the CPC convenes a review group after each PSRA conference to identify the 
planning processes that worked well and things that could be improved in future 
PSRA conferences. Feedback was provided to the council on PSRA training, data 
presentations, the ranking process and the PSRA conference itself. The council 
accepted the recommendations from this year’s PSRA review group in October. 
 
Identify How Best to Meet Priorities Established by the Council 
The HRSA Ryan White Planning Council Primer of 2008 notes that in addition to 
prioritizing services and allocating resources, planning councils must decide how best 
to meet those priorities. There are two ways the Baltimore planning council historically 
seeks to do this: 
 

o Standards of care: The Baltimore planning council was among the first Part A 
councils to create standards of care for providing quality care to people living 
with HIV/AIDS and accessing Ryan White services. The council’s Continuum of 
Care Committee (COCC) works extensively with consumers and providers of 
services, BCHD and its Clinical Quality Management team, IGS and state and 
local partners to draft standards of care for services. This year, the council 
completed revisions to the interim standards of care for child care services and 
completed standards of care for Outreach Services in the Baltimore EMA at the 
request of BCHD.  

 
o Directives: Planning councils may provide specific instructions for meeting the 

service priorities it has identified. The Baltimore planning council works 
through its Comprehensive Planning Committee to flush out recommendations 
for directives from council members. Directives for FY 2010 services were 
approved by the council in October. 

 
Reprogramming of Funds 
To expend allocations as planned, address changing needs and comply with HRSA 
requirements to expend at least 98 percent of funds, the planning council, through its 
Evaluation Committee, hosts at least two scheduled reprogramming meetings each 
year to adjust funding allocations as needed. The Evaluation Committee and the 
Counties Committee receive updates from the grantee on current program 
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expenditures and service utilization for each funded category; final recommendations 
for reprogramming are presented to the council by the Evaluation Committee. 
 
Historically, the council holds its reprogramming meetings in September and 
November to receive the five-month and seven-month reports on expenditures and 
utilization from the grantee. This year, in addition to its September and November 
reprogramming meetings, the Evaluation Committee held an emergency planning 
meeting in April to recommend adjustments to FY 2009 initial allocations as a result 
of the unexpected $2.1 million increase in Part A award this year. Additionally, the 
Evaluation Committee met in October at the request of the council’s Executive 
Committee to consider additional reprogramming requests made by the grantee.  
 
Develop a Comprehensive Plan 
The Ryan White Act requires planning councils to develop a comprehensive strategic 
plan for the delivery of services that includes strategies for identifying people who 
know their status and are not receiving HIV-related services and for enabling them to 
utilize available resources.  
 
The council’s Comprehensive Planning Committee and IGS worked throughout 2008 
with more than 50 community partners and stakeholders to develop the 
Comprehensive Plan for HIV Health Service Delivery in the Baltimore EMA: 2009-2011. 
Completed by the council in December 2008, the plan was submitted to HRSA before 
the January 2009 deadline.  
 
Using HRSA’s Continuum of Engagement Model as a guide, the comprehensive plan 
details the Baltimore EMA’s strategies for engaging, stabilizing and maintaining people 
in treatment. The CPC is responsible for measuring achievement of goals and 
objectives outlined in the plan; it presented an update to the council in June, and 
plans to release a year-end update in January 2010. 
 
Assess the Efficiency of the Administrative Mechanism  
Councils are directly mandated through the Ryan White legislation to assess the 
efficiency of the administrative process/mechanism in rapidly allocating funds to the 
areas of greatest need. The legislation also notes that upon a council’s discretion, it 
may choose to assess the effectiveness of the services offered in meeting the identified 
needs. To fulfill this requirement, the planning council’s Evaluation Committee 
evaluated the FY 2009 administrative activities that occurred between September 
2008 and August 2009.  
 
Completed in September 2009, the Evaluation Committee worked to revise the 
council’s evaluation process to improve the validity of the data and results. Data 
collection occurred in three phases and was redesigned to assess administrative 
activities closer to the time that they occurred and to query the grantee and Ryan 
White Part A providers at least twice during the contract cycle. The new process 
increased overall provider participation and improved accuracy of responses related to 
specific administrative activities. This year, the council saw a 100 percent response 
rate from provider questionnaire one and a 98 percent response rate from provider 
questionnaire two. Source documentation, feedback and responses to queries were 
provided by the grantee throughout the year as well. These figures represented the 
highest assessment response rates in the EMA’s history. 
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The planning council’s final score for the 2009 administrative mechanism was 79.1 
percent. A letter of assurance was signed by the council chair and included in the FY 
2009 application to HRSA. Among the administrative mechanism’s successes, the 
planning council cited the contract and monitoring process and process for enlisting 
new providers among the top three this year. The council also made recommendations 
for improved timeliness of data submitted for planning and improvements to the 
annual bidders conference as ways to improve the overall efficiency of the 
administrative mechanism.  
 
Participate in the Development of the Statewide Coordinated Statement of Need  
The state public health agency responsible for administering grants under Ryan White 
Part B is required to develop a statewide coordinated statement of need. While the 
creation of this product is not the responsibility of Part A planning councils, councils 
are mandated to assist in its development. 
 
In 2006, the IDEHA conducted a SCSN with assistance from the Baltimore Part A 
planning council and committee members in identifying needs of PLWH/As and 
barriers to services that exist in the state of Maryland. 
 
Establish Methods for Obtaining Input on Community Needs and Priorities 
This year, the council worked with many state, local and community stakeholders to 
assist in its planning for the best quality care for PLWH/As in the EMA. Feedback 
from providers, planning partners, the community and council members is solicited in 
the development of the council’s work throughout the year. The Baltimore planning 
council and its subcommittees hold monthly meetings open to the public.3 These 
meetings are also publicly advertised on the planning council’s web site, managed by 
IGS (www.baltimorepc.org). 
 
Data Presentations to the Council  
In April, May and June the council invited state, local and community stakeholders to 
provide data to the council on need, emerging trends, other funding sources, and 
epidemiology in the EMA. The CPC arranged these presentations for the planning 
council and all participants of the FY 2010 PSRA.  
 
Work Groups, Focus Groups and Community Meetings  
In addition to soliciting feedback on draft documents, the planning council hosted 
several committee meetings and workgroup sessions, including a PLWH/A 
forum/focus group this year.  
 
The COCC convened a series of six workgroup sessions to assist in the development of 
the child-care standards of care, outreach standards of care and EMA service 
definitions for compliance with new federal guidance. Sessions were held during the 
day and evening to increase participation from stakeholders  
 
The PLWH/A Committee continues to be a guiding committee of the planning council 
and to act as the voice of the community. Meetings are open to all people living with 

                                                
3 Nominating Committee meetings are for members only due to the confidential nature of this committee’s work.  

PLWH/A Committee meetings are open only to those who are living with HIV or AIDS; this is to maintain 
confidentiality for the EMA’s consumers. 
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HIV/AIDS. In November, it held its first focus-group open house for people living with 
HIV/AIDS. The focus groups targeted the six special populations identified in the 
council’s comprehensive plan and the EMA’s application to HRSA (mental health, 
homeless, newly released inmates, men who have sex with men [MSM], adolescents 
and substance abuse). Two 30-minute sessions were held for each group, which were 
guided by trained peer facilitators. The PLWH/A plans to release the results from the 
focus groups in 2010. 
 
At least two additional focus groups are planned for 2010: the Counties Committee 
plans to hold a focus group for counties residents, and the planning council will host a 
focus group for providers.  
 
Both the PLWH/A Committee and the Counties Committee held short discussion 
forums during monthly committee meetings to generate recommendations for other 
committees in the development of their work for the council. In 2009, The PLWH/A 
Committee and the Counties Committee provided recommendations to the COCC in 
the development of child-care standards of care, outreach standards of care and EMA 
service definitions. The committee published its 2009 position paper entitled “What If” 
in October, in time for reauthorization of the legislation (see appendix B).  
 
Stakeholder Input into Council Documents  
Draft documents such as the draft standards of care under the COCC and the CPC’s 
needs assessment survey tool were sent to community stakeholders for feedback and 
discussion during multiple review processes overseen by each committee.  
 
Partnerships for Implementing the Comprehensive Plan 
The Comprehensive Planning Committee worked closely throughout the year with the 
EMA planning partners to monitor completion of goals and objectives laid out in the 
council’s three-year strategic plan.  
 
Community Involvement  
This year, council members attended a host of community events, provider forums, 
focus groups and advisory meetings hosted by the HIV community and partners of the 
Baltimore EMA. The council continues to be active with the EMA’s leadership, 
Empowerment Advocacy and Participation program (LEAP), helping to prepare 
volunteers to be advocates and planners. Thank you to the Taylor-Wilkes Group for 
inviting us as guests to present to this year’s LEAP 13 class on the council and 
planning for HIV-related services in the Baltimore EMA. 
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Results of FY 2009 Planning  
 

This section provides the allocation percentages as set and planned by the planning 
council for FY 2009 and some challenges of the year. The Part A grant award for the 
Baltimore EMA in FY 2009 totaled $20,510,244.  
 
Increase in Part A Award for FY 2009 
Compiled by the Baltimore City Health Department, the Baltimore EMA’s application 
to HRSA for FY 2009 Part A grant award received the maximum allowable score of 100 
from HRSA’s objective review committee this year. The Baltimore EMA received 
$20,510,244 for FY 2009, a $2.1 million increase from FY 2008 and the largest 
increase the EMA has received.  
 
While the $2.1 million increase was needed, the more than 30-day delay in receiving 
the award caused its own challenges for the EMA. The full award was not received 
until April. Thanks to the hard work of the grantee, the planning council and 
providers, services remained intact for clients as we waited to hear from the U.S. 
Congress and HRSA.  
 
The graphs below show the breakdown of the total grant received for the EMA in FY 
2009.  
 
The EMA uses 85 percent of the total Part A award for direct-service dollars that 
support the provision of services to clients. The remaining 15 percent is used to 
support non-service or administrative activities. Figure 3 offers a breakdown of the 
total award received this year as planned by the planning council. 
 

 
 

Figure 3 
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Figures 4 and 5 depict the FY 2009 direct service allocation for both core medical and 
support services. The planning council’s ideal continuum of care is one that provides a 
safety net of services geared toward engaging, stabilizing and maintaining clients in 
care, regardless of their ability to pay. The core medical service outpatient ambulatory 
health services received more than 50 percent of the direct-service funds (56.3 
percent), followed by medical case management (9.6 percent) and substance abuse 
treatment — outpatient services (8.0 percent). Housing (23.3 percent), outreach (17.3 
percent) and psychosocial support (9.6 percent) were the three support services that 
received the most funds in FY 2009. The funds set aside for counties residents (7.8 
percent of total award for core-medical services and 3.6 percent of total award for 
support services) are reviewed by the Counties Committee, which makes priority 
setting and resource allocation recommendations to the planning council regarding 
funds set aside for residents of the six counties of the EMA.  
  

 
 
 
 

Figure 4 
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Minority AIDS Initiative (MAI) funding continues to be an important component of the 
Ryan White Part A grant for the Baltimore EMA. Despite being a separate funding 
stream with its own set of deadlines, the planning council must consider MAI during 
its Part A resource allocation and planning. Coincidentally, MAI funds in the Baltimore 
EMA affect many of the same clients as Part A funding, given the nature of the 
epidemic and the demographics of the region.  
 
In February, the council held its priority setting and resource allocation for MAI to 
adjust initial allocations set and comply with HRSA requirements for a minimum of 75 
percent funding allocated to core medical services. The planning council’s FY 2009 
Part A allocations shifted last year when it reclassified some activities from medical 
services to support services as instructed by HRSA. Completion of this exercise took 
two planning council meetings, both held in February in time for the successful 
submission of the MAI application to HRSA in March. 
 
Figure 6 depicts the FY 2009 MAI service award, which is used in conjunction with the 
Part A grant to address the EMA’s HIV/AIDS epidemic. To fully interpret this 
allocation, it is necessary to consider the funds that are provided for specific service 
categories when MAI and Part A funding is simultaneously provided. 
 

Figure 5 
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Figure 6 
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Administrative Planning Structure 
 

The planning council works closely with its administrative partners to maximize 
resources and effectively provide quality HIV-related care to people living with 
HIV/AIDS (PLWH/As). 
 
Figure 7 depicts the Baltimore EMA’s Ryan White Part A administrative structure. 
HRSA awards Part A grants to EMAs through a competitive proposal process. As the 
chief elected official of the Baltimore EMA, the mayor of Baltimore City designates 
Baltimore City’s Health Department as the grantee-designee responsible for 
administering and monitoring the EMA’s Part A award. BCHD contracts with Associate 
Black Charities as the fiscal agency to undertake provider payment as well as IGS to 
provide the council with technical and administrative support throughout the year.  
 
Figure 7: Ryan White Part A Administrative Structure 

 
The Grantee: Baltimore City Health Department  
In accordance with the priorities and funding allocations set by the council, BCHD 
administers the EMA’s allocations determined by the council, monitors the provision 
of services and carries out the directives of the planning council to address specific 
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needs. Each year, BCHD develops a request for proposal (RFP) process to solicit 
potential service providers within the EMA. BCHD monitors the contracts and works 
closely with providers to ensure that service goals and expenditures are met. Service 
utilization and expenditure data are collected, aggregated and reported to the planning 
council for planning.  
 
The Baltimore EMA’s ability to successfully address the changing needs of people 
living with HIV/AIDS depends strongly upon the relationship between the planning 
council, the Baltimore City Health Department and other federal, state and local 
planning partners. Comments from the objective review committee from HRSA in 2009 
cited the Baltimore EMA’s ability to demonstrate need for funds and its planning 
process that incorporates the entire HIV community in planning for emergency 
services among the reasons for the perfect score.  
 
In addition to providing funding recommendations to the council, the BCHD team of 
program officers and clinical quality management personnel assist the planning 
council in the development of its products and work plan by providing administrative 
guidance, data and recommendations to the council and its committees throughout 
the year.  
 
The Planning Council Support Office: InterGroup Services, Inc. (IGS) 
Contracted through the Baltimore City Health Department to provide technical and 
administrative support to the planning council, the support office at IGS works to 
ensure that the planning council successfully meets its federal requirements and goals 
of engaging and maintaining people in care.  
 
The IGS support office works to make sure that all meetings of the planning council 
are scheduled, publicized and opened to the public, and that minutes are recorded 
from each. The support team works closely with the council and its planning partners 
to ensure completion of legislatively mandated responsibilities and work-plan goals. 
IGS assists the council with development and implementation of its three-year 
comprehensive plan and triennial needs assessment, annual work plans and 
administrative assessment. The support office helps makes EMA-specific information 
available to planners and providers through management of the council’s web site and 
recent launch of the IGS information portal in June. Support staff work closely with 
leadership, committee chairs and members to help the council reach its goals of 
treating all eligible consumers while maintaining its status and reputation as one of 
the best planning councils in the nation. 
 
Data Analysis and Resource Compilation 
The planning council support office and research team of IGS analyzed data and 
provided trends on service utilization and expenditure for use by the council in its 
planning in 2009. These data sources, as well as HRSA guidance, other funding 
streams, best practices, scorecards and more, were compiled into resource and data 
binders, which were used by the council during its MAI PSRA for FY 2009 in February 
and in June for its Part A FY 2010 PSRA. Data scorecards providing a snapshot of 
current expenditures and service utilization for funded service categories were created 
and provided to the council for use in three reprogramming activities this year. 
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Research Best Practices  
This year, the planning council took on the enormous task of rewriting its standards of 
care for outreach services to clients as well as revising its standards of care for child 
care services. To assist the council in development of its standards, the IGS research 
team presented best practices on national outreach models and facilitated reviews and 
feedback from stakeholders and other Part A EMAs in the country. The support office 
worked closely with the COCC to host several workgroup sessions and community 
meetings to gather information from stakeholders.  
 
Training  
The support office provides group training and one-on-one development to all planning 
council volunteers. IGS works with the planning council and its various committees to 
conduct required trainings for council members. IGS conducted the council’s new-
member orientation in March and the PSRA training for all participants in June.  
 
In addition to group trainings, IGS provides one-on-one training to council leadership 
and committee chairs of the council. IGS offers training to all volunteers of the 
council. In November, IGS also conducted training for all facilitators for the PLWH/A 
focus group.  
 
Planning Council Documents  
The support office works closely with the council and each of its committees to ensure 
completion of work plan goals and legislative requirements. This year, the support 
office assisted the council in the development of its comprehensive plan, standards of 
care for child care and outreach services, the council’s needs assessment tool, 
planning council portions of the Part A application to HRSA, PSRA materials, PLWH/A 
position papers, assessment of the administrative mechanism and annual report.  
 
Administrative Support  
An important component of supporting the planning council is providing 
administrative support to help elicit wide community participation and adhering to 
council processes. From providing meeting space and minutes of every meeting to 
maintaining the council’s web site and information portal, the IGS support office 
provides as much administrative support to make the challenges of planning a little 
easier.  
 
Guidance on Ryan White Legislation 
The support office provides updated information to the council on changing legislative 
requirements and guidance from HRSA. These federal mandates govern the processes 
and deliverables of the planning council and therefore the technical and 
administrative support provided by IGS. As HRSA releases more guidance to EMAs, 
the support team looks forward to working with the EMA to implement new legislative 
requirements.  
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Word Search
 

 
Answer the following questions and locate the answers in the word search. Answers may be 
horizontal or vertical. (Solutions listed on page 46.) 

 

1. The name of the planning council chair is _____________ Samuel. 
2. Ryan ________ is the namesake for the act that funds services for PLWH/As who are 

uninsured or underinsured. 
3. The Ryan White Act was ____________________ in October 2009. 
4. The Baltimore EMA includes Baltimore City and _____ surrounding counties. 
5. 77.4 percent of the EMA’s PLWH/As live in Baltimore ___________. 
6. In preparation for PSRA, planning council members are required to receive PSRA 

training and view _________ presentations. 
7. _______________ is the process when the planning council monitors how funds 

are spent in each funded category throughout the year. 
8. The name of the three-year plan outlining the EMA’s needs and goals is called the 

________________ plan. 
9. The ____________ of Care Committee creates standards of care with input from 

stakeholders. 
10. The _______________ Committee monitors membership for the planning council. 
11. The grantee of the Baltimore EMA is abbreviated _________. 
12.  The planning council support office is InterGroup ____________, Inc.  
13.  _______________ Americans make up 28.8 percent of the EMA’s population. 
14. The planning council plans for Part A and __________________ AIDS Initiative funds. 
 

C O N T I N U U M T F B A R E D F R P 
A Z O G A E F A F J Q T X E A Z X G S 
G K M B D R G D N N E A D A S I S F E 
H C I T Y K I F B M G J C U S B C A R 
E L N Z Q Y H E F O D D C T O C L N V 
Z O A X W E A A R K A B S H C Y D M I 
U I T M V M A N P L S N E O I N S  I C 
P Y I L H N D V O T F S E R D M W N E 
Q T N I J W A L T E R A S I X B Q O S 
W V G A O H T E X Y R Y Q Z S F U R A 
J V E S P I A X S E D I Z E D P C I E 
B N R Y R T A Z E C Z P R D I I R T D 
C O M P R E H E N S I V E N B A P Y F 
H W P T N R Q E I V N D C B U F O C Y 
D G D H K F A F F M C D Z V S R S Y P 
P P V G L H S P Z E D A W C D I P O A 
H R K I S J K C A D I Q E W Z C H T B 
S L L P F A E Q U V B J D N M A T S I 
O T E X R E P R O G R A M M I N G E D 
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A SPECIAL THANKS TO ALL THE TECHNICAL RESOURCES USED BY PLANNING 
COUNCIL SUPPORT FOR THE BALTIMORE PLANNING COUNCIL IN 2009 
  
PRO-BONO LEGAL ASSISTANCE  
  
Richard Reitzel Chambers, Esq., Director of Community Development and Taxpayer 
Programs, Maryland Volunteer Lawyers Service 
  
TECHNICAL RESOURCES USED IN PREPARATION FOR PRIORITY SETTING AND 
RESOURCE ALLOCATION FOR FY 2009 AND FY 2010 
  
John Bartlett, M.D., 
Chief, Division of 
Infectious Diseases, 
Johns Hopkins University 
School of Medicine 
  
Elizabeth Bohle, 
Director, Bureau of 
Communicable Disease, 
Howard County Health 
Department 
 
Gregory Branch, M.D., 
M.B.A., C.P.E., Acting 
Health Officer in 2008,  
Baltimore County Health 
Department  
  
Charlene Brown, M.D., 
M.P.H., Former Deputy 
Commissioner, Clinical 
Services, Baltimore City  
 
Terry Brown, 
Vice President, Baltimore 
Behavioral Health   
 
Glenn Clark, 
Chief, Center for HIV 
Health Care Services, 
Infectious Disease and 
Environmental Health 
Administration, 
Department of Health and 
Mental Hygiene 
  

John Colmers, 
Secretary, Department of 
Health and Mental 
Hygiene 
  
Olivia Farrow, 
Acting Deputy 
Commissioner, 
Environmental Health & 
Emergency Programs, 
Baltimore City Health 
Department   
 
Colin Flynn,  
Chief, Surveillance and 
Epidemiology,  
Infectious Disease and 
Environmental Health 
Administration, 
Department of Health and 
Mental Hygiene 
  
Claudia Gray, R.N., M.S., 
Chief, Center for 
Prevention, Infectious 
Disease and 
Environmental Health 
Administration, 
Department of Health and 
Mental Hygiene 
 
Heather Hauck, M.S.W., 
L.S.W., Director, 
Infectious Disease and 
Environmental Health 
Administration, 
Department of Health and 
Mental Hygiene 
 

Susan Kelly, 
Acting Health Officer in 
2008, Harford County 
Health Department  
  
Alice Middleton, 
Interim Chief of Staff for 
Deputy Secretary, 
Department of Health and 
Mental Hygiene 
  
D’Andra Pollard, 
Baltimore Homeless 
Services, Inc. 
  
Joshua Sharfstein, M.D., 
Former Health 
Commissioner for 
Baltimore City  
 
Glenn J. Treisman, M.D., 
Ph.D., Director, AIDS 
Psychiatry Services, 
Johns Hopkins University 
School of Medicine 
  
Angela Wakhweya, M.D., 
M.Sc.Econ., Deputy 
Director, Infectious 
Disease and 
Environmental Health 
Administration, 
Department of Health and 
Mental Hygiene 
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TECHNICAL RESOURCES USED IN DEVELOPMENT OF STANDARDS OF CARE  
  
Kate Briddell, 
Program Manager, 
Baltimore Homeless 
Services, Inc.  
  
Donna Devonish,  
Health Services 
Administrator, Infectious 
Disease and 
Environmental Health 
Services, Maryland 
Department of Health and 
Mental Hygiene 
  
Lorece Edwards, Dr.P.H., 
M.H.S., Director of 
Community Practice and 
Outreach, School of 
Community Health and 
Policy, Morgan State 
University 
  
Ella Green,  
Light, Health and 
Wellness Comprehensive 
Services, Inc. 
  
Cheryl Hall, R.N., 
Maryland Department of 
Education 
  
Roslynnn Howard-Moss 
  
Carlessia Hussein, R.N., 
Dr. P.H., Director, Office 
of Minority Health and 
Health 
Disparities, Maryland 
Department of Health and 
Mental Hygiene 
 
Angela James, 
Outreach Coordinator 
and Health Educator,  
Baltimore County Health 
Department  
  

Regina Johnson, 
Light Health and Wellness 
Comprehensive Services, 
Inc. 
  
Michele Mahoney, 
Technical Assistance 
Coordinator, Maryland 
Committee for Children, 
Inc.  
  
Mary Maskell, R.D.H., 
University of Maryland 
Dental School 
  
Valli Meeks, D.D.S., 
University of Maryland — 
PLUS Program 
  
Wendy Merrick, 
Director, Substance 
Abuse Treatment 
Program, 
Total Health Care, Inc.  
  
Jennifer Nizer, M.Ed., 
President, Maryland State 
Child Care Association 
  
Stephanie Pons, 
University of Maryland — 
Evelyn Jordan Center  
  

Debbie Rock, 
Executive Director, Light 
Health and Wellness 
Comprehensive Services, 
Inc. 
  
Kelly Sipe Russo, M.D., 
M.P.H., Acting Program 
Manager, Infectious 
Disease Control, 
Anne Arundel County 
Health Department  
 
Mary Slicher, 
Executive Director, 
Project PLASE 
  
Louise Treherne, 
Vice President, Clinical 
Operations, Health Care 
for the Homeless  
  
Bernice Tucker, 
Executive Director, 
Woman Accepting 
Responsibility, Inc.  
 
Linda Wise, 
University of Maryland 
Adolescent Divisions 
 
Kalima Young,  
Prevention Manager, 
Connect to Protect 
Baltimore Program, 
University of Maryland 
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Word Search Solutions 
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4. Six 
5. City  
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7. Reprogramming 
8. Comprehensive 
9. Continuum 
10. Nominating 
11. BCHD (Baltimore City Health 

Department) 
12. Services 
13. African 
14. Minority 
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Appendix A 
 

Baltimore EMA: EMA-wide Priority Setting for FY 2010, June 2009. 
Allocations expressed as a percentage of all Part A funds (no MAI funds included).  
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Appendix B 

 
What if??  

 
The Ryan White HIV/AIDS Treatment Modernization Act was set to expire September 31, 2009, under a 
hard sunset provision included during its 2006 reauthorization. Thankfully, due to the hard work of the 
United States Congress and the HIV community, the Ryan White Act was reauthorized for four years. 
Though we are thankful and relieved the Ryan White Act passed, the PLWH/A committee asks a 
fundamental question, “What if?” What if the Ryan White Act hadn’t reauthorized? As the population of 
those of those infected live longer, new developments occur everyday. How would this impact the progress 
that has been made thus far? Ryan White is the payer of last resort, if other funding streams aren’t 
available. What would happen to the thousands of consumers who rely on its safety net of services while 
waiting for entitlement services to kick in? How many PLWH/As would die without access to the Ryan 
White services that keep them alive? 
 
 We have noted in previous papers that some of the most essential services for PLWH/As are outreach, 
primary medical care and case management. Without Ryan White funds as the payer of last resort, for HIV 
services, other funding streams will need to be found. Some of these streams could come from Medicare, 
Medicaid, private companies or various non-profit organizations. However, by the time a process for 
utilizing these funds is finalized thousands of patients will slip through the cracks due to a lapse in service. 
For example, those currently looking for housing through Housing Opportunities for People with AIDS 
(HOPWA) have to endure a 600+ person waiting list, if Ryan White funds are gone this list is sure to grow 
longer, especially since senior citizen housing is combining with other housing programs in the EMA that 
serve both young and old. The Ryan White Act is the payer of last resort but for many services Ryan White 
is the only or the primary provider for their specific need. 
  
The Ryan White Act pays for certain services that Medicare and Medicaid do not, such as case 
management and outreach. Other services the Ryan White Act provides include, substance abuse, 
prevention and treatment, HIV counseling and testing, prenatal care to prevent babies from being infected 
with HIV, early intervention services, and most importantly primary medical care for those who do not 
qualify for care under Medicare and Medicaid. If funding were to cease for these services we believe that the 
effort to reduce the HIV/AIDS epidemic in the Baltimore EMA would be set back decades, and the area 
would gradually see a return to HIV/AIDS pandemic from the 1980s. We also believe if Ryan White funds 
disappear and new funding sources are not found to supplement, there will be an increase in the homeless 
population. The result from the increase in the homeless population could potentially lead to an increase in 
addicts, which will decrease the number of available slots in substance abuse programs in the area.  
 
Medical treatment for HIV/AIDS is expensive. Through interviews with PLWH/As, it was learned that 
treatment, including medicine, for one year could easily cost up to about $40,000. If Ryan White were to 
lose its funding, there is no possible way that PLWH/As could afford to pay for either the treatments or the 
medicine. An increase in the number of elderly HIV/AIDS infected individuals is also of concern, since 
historically the elderly have always had a lower income level than non-elderly Americans.  
  
Based on these statistics, the PLWH/A committee believes that if the Ryan White Act wasn’t reauthorized 
that the result would have been a considerable loss of services across the board, including medicine and 
doctor visits. When HIV/AIDS patients are forced to pay full price for these services many, if not all of them, 
will be unable to pay the costs. Those PLWH/As who are able to pay for their health care are in danger of 
falling through the cracks dealing with providers who do not understand HIV/AIDS. Most importantly the 
loss of services from the Ryan White Act will result in the deaths of thousands of PLWH/As across, not just 
the Baltimore Metropolitan Area, but the entire country. 
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